Diagnosis is the centre of the clinician's life, the hinge on which all else turns. This seems to me a self-evident truth, though perhaps -like the notion that all men were created equal -it may call for some definition. Nor is diagnosis the natural first expectation of the patient. While he may be interested to know what is wrong with him, his chief desire is to be rid of it. We often have to speU out the priority of diagnosis, not only to patients asking for treatment, but also to medical students and pupil nurses. Yet it is plain enough that our therapeutic resources are now so specific, so hazardous, and so expensive -let alone being so effective -that it is more important than ever before to apply them only when the indications have been precisely defined.
One of the great things about medicine is that it can provide a career to suit almost any temperament. The majority of doctors are well satisfied with their dual privilege of entering into the lives of individual patients, and of improving the personal diagnostic skill on which their ability to help is based. But some set aside a part of their time to search into the causes or the applied physiology of disease; and others pursue therapeutic methods of increasing complexity, traditionally surgical, but with the advent of intensive care physicians also are feeling the challenge presented by the medicine of diminishing returns. The subject of presymptomatic diagnosis is at first sight in strong contrast to the traditional techniques of clinical research, or to the concentration of more and more medical, nursing, and technological resources on relatively few patients; but it requires just as much application and enthusiasm. In my view it is potentially just as productive of useful results, just as valid an extension of classical clinical method.
Traditional physicians are heard to criticize the development of presymptomatic diagnosis on two main grounds, which must therefore be considered, though I would not myself accept either of them as valid:
(1) 'The mere enquiry into possible disease in patients previously without symptoms may arouse anxiety. This is tolerable when disease of a treatable character is actually found, but what of those in whom the sequence of tests, all of them negative, leads to unjustified worry?' This should not happen in a properly-designed enquiry, in which care is taken to explain the purpose of the exercise clearly beforehand, including the information that the great majority of subjects will be found free from disease. If a questionnaire forms part of the study, it must be most carefully designed to avoid symptom-generation by suggestion. Finally, there is a clear duty to inform all those in whom no evidence of disease has been found that the results of the tests have been normal. Even when all precautions are taken, there may be a few patients in whom some worry still arises; but this is a situation inherent in any form of medical practice, and not one peculiar to presymptomatic diagnosis. (2) (Last 1963) . The presumption that patients with disease were escaping medical care had already been verified in an actual practice by Ashworth (1959) . By routine examination of all his patients between 45 and 54, he discovered 3 patients with severe anEemia, 2 with severe hypertension, and 6 with urinary abnormalities (glbuminuria, glycosuria or infection).
A comprehensive routine survey of list patients who had not seen their doctor lately would not, however, be particularly rewarding, for Kessel & Shepherd (1965) found that the 3 % of patients who had not seen their doctor for ten years were on the whole an unusually healthy group. In my view extension of medical care by survey to the symptomless has to be economically justified in relation to the countless other ways of deploying medical resources. Rapid selective screening for common disorders seems to me to pass this test; whereas the all-embracing questionnaire appeals to me as a fine tool of operational research, rather than a direct avenue to patient-care.
Quite apart from its intrinsic merits, the discipline of presymptomatic diagnosis brings two extremely valuable by-products: greater co-operation between different groups of doctors and enlargement of our knowledge of the natural history of disease.
Such surveys bring out new modes of cooperation between the family doctor, the hospital doctor and the community doctor. We all recognize the value of closer links between these artificially disparate branches of one profession, and these can be better achieved by mutual aid than by polemic. 
